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Extensive thoracic aortic aneurysms that involve ascend-ing, arch, and descending segments require challengingrepairs associated with substantial morbidity and mor-tality. Since 1983, staged repair with the elephant trunk
technique (ETT) has been the standard procedure for managing
these aneurysms.1 The aberrant right subclavian artery (ARSA) is
a rare entity with a reported prevalence as high as 2%. Aneurysms
of the ARSA can cause serious complications. They require sur-
gical treatment, but surgical strategies are still unclear.2 In this
report, we propose a 3-stage approach for this complex entity.
Clinical Summary
A 64-year-old woman was referred to our department for treatment
of an extensive aneurysm of the entire thoracic aorta involving the
ARSA. Surgical strategy comprised 3 steps. The first step was
replacement of the ascending aorta and aortic arch with the ETT
and with antegrade selective cerebral perfusion. A trifurcated
prosthesis was used and a separate reimplantation of the supraortic
vessels was performed. A computed tomographic scan at 1
month’s follow-up demonstrated the 6-cm pre-existent aneurysm
of the distal arch and of the descending thoracic aorta (DTA) and
the ARSA arising from an aneurysmal dilatation of its origin, the
diverticulum of Kommerell (Figure 1, a). Angiography also
showed a severe stenosis of the left subclavian artery. Three
months later the patient underwent a bilateral subclavian-carotid
bypass as second step. Left subclavian–left common carotid artery
bypass was performed to solve subclavian steal syndrome and
right subclavian–right common carotid artery bypass to prepare
the patient for the last step of the procedure: stent grafting of the
DTA. The ARSA was ligated just proximal to the right vertebral
artery. Endovascular stent-graft repair was successfully performed
1 month later. The elephant trunk was used as landing zone for
the endograft. The patient had a smooth recovery and was dis-
charged on the seventh postoperative day. A computed tomo-
graphic scan performed at 6 months’ follow-up revealed a com-
plete exclusion of the DTA aneurysm involving the origin of the
ARSA (Figure 1, b).
Discussion
Surgical treatment of diffuse aneurysms of the thoracic aorta
represents an exciting challenge for cardiovascular surgeons.
Since the introduction of the ETT by Borst and colleagues3 in
1983, the “2-step” repair has been the standard approach for
managing these aneurysms. Nevertheless, several authors have
advocated single-stage repairs of the entire thoracic aorta because
of the risk of death that exists while awaiting the second proce-
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Figure 1. a, Computed tomographic
scan image: Posterior view highlights
the aneurysm of ARSA origin and the
separate reimplantation of the supraortic
vessels. b, Six-month follow-up shows
an excellent surgical result with the
complete exclusion of the DTA aneu-
rysm and of the aneurysm involving the
diverticulum of Kommerell.
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dure.1 The appropriate interval between operations is hard to
define; LeMaire, Carter, and Coselli1 have advocated a 6-week
recovery period whereas Safi and colleagues4 recommend per-
forming the second-stage repair 4 weeks after the first stage. In
patients who have had elephant trunk repair of the arch, a second-
stage surgical approach via a left thoracotomy for the replacement
of the DTA is usually performed. On the other hand, several
groups have reported using endografts to complete the second
stage of the procedure.1,5 We chose endoluminal repair of the DTA
aneurysm because we believed that it reduced procedural time,
blood loss, length of intensive care unit stay, and hospital stay and
that it is associated with lower rates of morbidity and mortality if
compared with conventional open surgical procedures.
In our patient, the presence of an aneurysmal dilatation of
ARSA origin made management of this already complex patho-
logic condition even more complicated. Most patients with ARSA
are asymptomatic, but aneurysms in this location require surgical
treatment since they can cause serious complications: distal em-
bolization, rupture, and compression of neighboring structures.2,6
Because of the rareness of the ARSA aneurysms, surgical strate-
gies are still unclear. We have performed a bilateral subclavian-
carotid bypass after ETT to prepare the patient for the last step of
the procedure: stent grafting of the DTA. We have modified the
conventional 2-step repair of thoracic complex aneurysms adding
a third stage to suit the peculiar features of our patient. The 3-stage
approach has been effective and we believe that it can be safely
performed in patients with diffuse aneurysms of the thoracic aorta
involving an ARSA. Long-term evaluation in larger numbers of
patients is necessary to verify the efficacy of this technique.
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Systemic thrombolysis for prosthetic valve thrombosis in the immediate
postoperative period of major abdominal surgery
Manuel Ruiz-Bailén, MD, PhD,a,b Benjamín Narbona-Carvo, MD,c José Ángel Ramos-Cuadra, MD,d
Luis Rucabado-Aguilar, MD,a Carmen López-Caler, MD,e and Francisco Javier Gómez-Jiménez, MD,f Jaén, Almería, and
Granada, Spain
Thrombosis of a prosthetic valve is usually a cause foremergency cardiac surgery, particularly in the presenceof a major contraindication for systemic thrombolysis.Recent surgery is a major contraindication for the ad-
ministration of thrombolysis. Our objective is to describe the
administration of thrombolysis in a valve prosthesis after major
surgery.
Clinical Summary
A 61-year-old male patient was admitted for lower intestinal
obstruction. Sigmoidoscopy was performed and a tumor (moder-
ately differentiated adenocarcinoma) of the upper rectum, 12 cm
from the anal margin, was diagnosed. The patient had a metallic
cardiac valve prosthesis (St Jude Medical, Inc, St Paul, Minn) in
the mitral position and was being treated with acenocumarol. After
reversal of the anticoagulation, the patient underwent surgery, a
subtotal proctocolectomy with ileorectal anastomosis. The patient
was admitted to the intensive care unit (ICU) because of hemody-
namic instability in the first 24 hours, requiring high doses of
dopamine and norepinephrine, with an initial diagnosis of distrib-
utive shock. Forty-eight hours after the operation, a transesopha-
geal echocardiogram with hemodynamic assessment was per-
formed, revealing prosthetic valve thrombosis with obstruction and
abnormal disc motion of the medial hemidisc. A mean transmitral
pressure gradient of 19.6 mm Hg was observed (Figure 1). The
Doppler echocardiographic hemodynamic study was compatible
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